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Statement of Licensure Violations:

300.696 a)
300.696 c)7)
300.696 d)

300.696 Infection Control
a) Policies and procedures for investigating,
controlling, and preventing infections in the facility
shall be established and followed. The policies
and procedures shall be consistent with and
include the requirements of the Contfrol of
Communicable Diseases Code (77 lll. Adm. Code
690) and Control of Sexually Transmissible
Diseases Code (77 lll. Adm. Code 693).
Activities shall be monitored to ensure that these
policies and procedures are followed.
¢) Each facility shall adhere to the following
guidelines of the Center for Infectious Diseases,
Centers for Disease Control and Prevention,
United States Public Health Service, Department
of Health and Human Services (see Section
300.340):

7) Guidelines for infection Control in Health
Care Personnel
d) Each facility shall comply with infection control
recommendations provided by the Department or
certified local health department, including, but
not limited to, testing plans, infection control
assessments, training or other measures
designed to reduce infection rates and disease
outbreaks.

This requirement is not met as evidenced by:
Based on observation, interview, and record

review, the facility failed to screen visitors and
residents, perform hand hygiene, put on personal
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protective equipment (PPE), and educate all staff
on transmission based precautions. These
failures have the potential to affect all 69
residents.

Findings include:

Facility Hand Hygiene policy, revised 3/2018,
documents, "Use an alcohol-based hand rub
containing at least 62 percent alcohol; or,
alternatively, soap (antimicrobial or
non-antimicrobial) and water for the following
situations: before and after direct contact with
residents; before handling clean or soiled
dressings, gauze pads etc.; before moving from a
contaminated body site to a clean body site
during resident care; after handling used
dressing, contaminated equipment, etc; after
contact with objects in the immediate vicinity of
the resident; after removing gloves; and before
and after entering isolation precaution settings.”

Facility COVID-19 Exposure Control Plan, revised
6/1/20, documents, "The facility will identify,
address, and communicate to residents, visitors,
and staff, signs and symptoms of COVID-19 and
preventative measures to prevent the spread of
this respiratory disease. Screening: Complete
staff/visitor/vendor/practitioner/consultant
questionnaire prior to entering resident care
areas. Educate: Symptoms/Prevention/
Surveillance, cough etiquette, hand hygiene
cleaning of shared equipment and personal
protective equipment. Housekeeping:
housekeeping staff shall adhere to
fransmission-based precautions.”

The Centers for Disease Control and Prevention's
Interim Infection Prevention and Control
Recommendations for Healthcare Personnel
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During the Coronavirus Disease 2019
(COVID-19) Pandemic (7/15/2020) documents
the following: "Implement Universal Source
Control Measures: Source control refers to use of
cloth face coverings or facemasks to cover a
person's mouth and nose to prevent spread of
respiratory secretions when they are talking,
sneezing, or coughing. Because of the potential
for asymptomatic and pre-symptomatic
transmission, source control measures are
recommended for everyone in a healthcare
facility, even if they do not have symptoms of
COVID-19. HCP (Healthcare personnel) should
wear a facemask at all times while they are in the
healthcare facility, including in breakrooms of
other spaces where they might encounter
co-workers. When available, facemasks are
preferred over cloth face coverings for HCP as
facemasks offer both source control and
protection for the wearer against exposure to
splashes and sprays of infectious material from
others. Personal Protective Equipment: HCP who
enter the room of a patient with suspected or
confirmed SARS (Severe Acute Respiratory
Syndrome)-CoV-2 (COVID-19) infection should
adhere to Standard Precautions and use a
NIOSH {National Institute for Occupational Safety
and Health)-approved N85 or equivalent or
higher-level respirator (or facemask if a respirator
is not available), gown, gloves, and eye
protection.”

The Centers for Disease Control and Prevention's
How to select, wear and clean your mask
(8/27/2020) documents the following: "Wear
masks with two or more layers to stop the spread
of COVID-19; Wear the mask over your nose and
mouth and secure it under your chin. How not to
wear a mask; Around your neck; Under your
nose; Under your chin, Dangling from one ear."
Ys Department of Public Heaith
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On 10/13/20 at 8:48 am, V4, Certified Nursing
Assistant (CNA), and V5, CNA, were in the
facility’s dining room passing breakfast trays to
residents. V4, CNA, and V5, CNA, were wearing
surgical masks with the top of the mask below
their nose exposing entire nose.

On 10/13/20 at 8:50 am, V&, Licensed Practical
Nurse (LPN), was standing in the entry way of an
isolation room with a medication cart. V6, LPN,
was wearing V6's N95 mask down below her chin
exposing V&'s mouth and nose. V6, LPN, stated,
"The stop sign on door means the room is an
isolation room. 400 hall is the PUI (Person Under
Investigation) hall and it's where all the residents
who are under COVID-19 precautionary isolation
are."

On 10/13/20 at 9:12 am, during medication
administration, V6, LPN, used her ungloved bare
fingers to retrieve a residents medication out of
the bubble pack and using the same two fingers,
put the pill in a medication administration cup.

On 10/13/20 at 9:23 am,V7, CNA, entered an
isolation room, did not sanitize hands or put on a
gown and gloves, exited the room, did not
sanitize hands, walked to the kitchen, was
handed packets from the kitchen by kitchen staff,
walked back to isolation room, entered the room,
did not sanitize hands, put on gloves, but no
gown. V7, CNA, stated, "The stop signs are to let
anyone entering the room know they resident is
on isolation precautions." V7, CNA, also stated,
"The PPE {Personal Protective Equipment) we're
required to wear for isolation is a mask, face
shield, gown and gloves." V7, CNA, aiso stated
that hand hygiene must be completed when
entering and exiting the resident room.
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On 10/13/20 at 9:26 am, V8, Housekeeping,
entered an isolation room only wearing face mask
and gloves, exited the isolation room and then
entered another isclation room only wearing
mask and gloves. V8 did not perform hand
hygiene upen entry or exiting isolation rooms.
Upon exiting the isolation room, V8,
Housekeeping, stated, "l have no clue what the
stop sign means. They never told me before
starting my shift and | figured if they wanted me to
know, they would have told me."

On 10/14/2020 at 8:10 am, an unidentified staff
member was walking from the dining room
towards the PUI (Person's Under Investigation)
unit with the bottom strap of the mask hanging
and not secured around the neck or head.

On 10/14/20 at 10:45 am, V3, ADON (Assistant
Director of Nursing), was asked what the
requirements for properly wearing a face mask
were. V3, ADON, stated, "All employees and
visitors are required to wear the N95 mask just
like | am now anytime they go past the double
doors into the resident area." (V3, ADON, had a
N95 mask on covering mouth and nose with both
straps secured) V3, ADON, was asked to explain
proper fit due to observations. V3 stated, "The
N95 should cover the nose and mouth with both
straps secured, the employees should not have a
strap or mask hanging down.”

On 10/13/20 at 9:32 am, V9, Dietary, was
preparing a cool whip toping for resident desserts
wearing V9's N85 mask down past her chin
exposing V9's mouth and nose.

On 10/13/20 at 9:32 am, V10, Dietary, was
putting boxes of food in the cooler while wearing
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her N95 mask down past her chin exposing V10's
mouth and nose.

On 10/13/20 at 9:33 am, V11, Dietary Manager,
stated, "It's required for dietary staff to wear face
masks while handling and preparing food."

On 10/14/20 at 8:07 am, V13, Registered Nurse
(RN), with holding assistance from V3, ADON,
performed four dressing change treatments for
R3. V13, RN, did not perform hand hygiene in
between glove changes for all four dressing
changes.

On 10/14/20 at 8:30 am, V3, ADON, stated,
"(V13, RN) should have performed hand hygiene
in between each glove change.”

R6's medical record documentation for vitals,
dated 10/1/2020 through 10/13/2020, does not
document R6 's pulse oximetry, oxygen
saturations and temperature was assessed three
times a day as ordered.

R1's medical record documentation for vitals,
dated 10/1/2020 through 10/13/2020, does not
document R1's pulse oximetry, oxygen
saturations and temperature were completed
each shift of the following days as ordered:
10/2/2020, 10/3/2020, 10/5/2020, 10/7/2020,
10/9/2020, 10/11/2020, and 10/12/2020.

R2's medical record documentation for vitals,
dated 10/1/2020 through 10/13/2020, does not
document R1's pulse oximetry, oxygen
saturations and temperature were completed
each shift on the following dates as ordered:
10/1/2020, 10/3/2020-10/6/2020, and 10/19/2020
-10/12/2020.
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On 10/14/2020 at 9:50 a.m. V3, ADON, stated:
"COVID vital signs, including temperature and
pulse oximetry should be taken and recorded on
every resident every shift, three times a day.”

On 10/14/2020 at 7:20 a.m., V12, Sccial
Services, answered the door to allow State
agency in the building. V12, Social Services,
opened the door, turned around and walked down
the hall. V12, Social Services did not direct the
State agency to be screened for COVID-19. No
other staff members were present at this time.
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